A Plain Treatment for Alcoholism The Addiction Research Unit has recently completed a clinical trial of 100 marriages in which the husband was an alcoholic, randomly selected for two intensities of treatment (Edwards et al. 1977 , Orford & Edwards 1977 . After comprehensive outpatient assessment, and with independent information from husband and wife, families were randomly divided between 'treatment' and 'advice' groups. Advice group families were immediately given an initial session of counselling and were then left with the responsibility for working towards stated goals. They were given no further appointments but were, of course, free to seek help elsewhere. Treatment group families were offered a comprehensive programme of psychiatric and social work care. The treatment model is seen as generally congruent with present views of what should constitute a reasonable standard of special-*ized help for the alcoholic. Every patient was allocated an individual psychiatrist, and every wife an individual social worker. Initial emphasis was on outpatient care, with discussion of reality problems and strategies for attaining and maintaining sobriety, conservative use of psychotropic drugs, offer of citrated calcium cyanamide (Abstem, Lederle), and introduction to Alcoholics Anonymous. If there was inadequate response to outpatient care, admission to the specialized unit at the Bethlem Royal Hospital was offered. For 12 months after initial assessment, four-weekly follow-up assessments were obtained only from wives in both groups. At the end of the 12 months a full follow-up assessment was made involving both husbands and wives. During the second year no attempt was made to maintain a distinction between the treatment experience of the two groups, but patients were followed up to 24 months particularly with a view to examining variations in drinking behaviour and evidence for controlled drinking.
The two groups were satisfactorily matched at study intake. The results of this trial were unequivocal. At 12 months there were no significant differences in outcome between groups on multiple criteria which included social adjustment factors as well as a wide range of factors related to drinking behaviour, with independent report by husband and by wife, and with information obtained by a psychologist outside the treatment team as well as by treatment staff. The level of therapeutic involvement experienced by the two groups during the 12 months remained very distinct: the advice group did not seek intensive help elsewhere.
The result of this trial challenges many current assumptions, but there are a number of limitations which it would be wrong to overlook when considering the relevance of this research for the future of clinical work. In particular it should be stressed that the project concerned only married male alcoholics referred to a single clinic at a single hospital, and extrapolation to a population with very different characteristics treated differently by different personnel would be risky. For example, different considerations might operate with unmarried patients of low social stability living in such circumstances that they could not readily begin to use the proferred advice and initiate their own recovery. The largest difficulty in deciding how the findings of this study are to be interpreted for clinical practice is, however, the absence of a 'no treatment' control group. It is important to realize that the advice offered in the course of this investigation was partially individualized, offered as responsible management and not as second best, and was offered in a spirit of hopeful expectation of a good outcome. This advice was quite different from 'no treatment' or 'waiting list' control. Clinical applications have therefore to be discussed on the evidence of the equal efficacy of treatment and advice, but without available research information on what would be achieved with still lesser, or no, treatment intervention.
Nonetheless what can fairly be concluded from the sum of the research literature, including these findings, is that the approach to alcoholism treatment should in general include less intervention than has been the fashion. Some quotations from an interesting report by the King Edward Fund (James et al. 1972 ) may illustrate the type of approach which has been seen over recent years as the desirable level of therapeutic activity: 'As soon as alcoholism is detected the patient should be persuaded to see a specialist and advised to enter hospital'. 'It is vital ... for the patient to continue with regular A.A. contact'. '. . . the tremendous importance of the help and support alcoholics receive from psychiatric social workers, district psychiatric nurses and voluntary agencies, and, perhaps more important than any of these, from the fellowship of A.A.'. 'The manifold purposes of assessment can be listed as follows .., to see whether he recognises he is extremely unlikely ever to be able to give up drinking unaided . . .' 'All patients on discharge are advised to attend weekly follow-up groups. . . for from one to two years, and at least one A.A. meeting weekly'.
There is today hardly anything in the research literature to support the assumptions that have led to the recommendation of progressively more intensive treatment programmes, and the evolution of the type of programme which these quotations epitomize. On the contrary, what evidence is available largely points in the opposite direction; individual patients and their families should certainly be offered help which is personal to their needs, but the median intensity of intervention should be set very much lower than has become popular. This statement would ofcourse have to be revised if future research is able to design more effective treatments than are at present available. Likewise many of the stereotyped assumptions about the malign role of the spouse, which have fostered the enthusiasm for treating the patient's husband or wife, are not well supported by research. Taking again the King Edward's Hospital Fund report as providing an example of an enthusiastic approach to intervention: 'Sometimes, the personality disturbance in the spouse is sufficiently great to warrant group treatment in his or her own right, away and above that which can be offered by Al-Anon... Wives of alcoholics quite often have unusual personalities. Many of them have had alcoholic fathers or other key figures with the same problem. Most of them are aware when they marry that the husband has a drinking problem. They initially seem to enjoy trying to manage, mother, and control him'.
The background literature on marriages complicated by alcoholism has recently been reviewed (Orford 1975) , and against that background such a statement as the one quoted above can be seen to be based on a much too simple reading of the evidence, and potentially to lead to treatment policies for the spouse which are not justified.
The proposals for a basic treatment strategy which are outlined below should therefore be read with all these stated limitations in mind. The proposed strategy should be seen as based not only on a guarded interpretation of available research findings but also inevitably on untested assumptions which fill in the gaps in the data. Only further research can determine the validity of the series of assumptions which underly this suggested approach. Perhaps the most important conclusion to be drawn from recent research is the folly of accepting any assumptions about alcoholism treatment unless they are rigorously tested, and that must apply as much to the proposals made here as any other practices.
Plain Approach to Alcoholism Treatment Comprehensive assessment: All patients referred for drinking problems should be comprehensively assessed. The reasons for believing that carefully detailed assessment is still necessary can be divided into three:
(1) A sufficient basis of information is needed to help patients and their families formulate a plan. Although the extent to which the traditional gathering of information bears on the practical business of decision making, deserves questioning and investigation, it is self-evident that plans cannot be formulated without it being known what, in the widest sense, is the problem.
(2) The patient (and spouse) need to engage in a broad review of the situation. This contention is not at present supported by research, and certainly needs to be tested. What is being proposed is that the process of reviewing their own situation may be of therapeutic value to the person or family concerned. A variety of factors may be important; the patient's active engagement in making an inventory of the consequences of his drinking may present him with a picture which he has not previously clearly perceived or cared to face, or he may find that the historical reconstruction of the evolution of his problems may give him a sense of the progressiveness of his condition which has not previously been so apparent. Most important may be the implications of the process: the invitation to dispassionate scrutiny, the inference that what has happened is mostly explicable rather than just meaningless chaos, the inherent invitation to see the continuity of past and present and the meanings for the future, the invitation to place one's own behaviour in the context of the behaviour of spouse or others and in its wider social context which may form an extremely important psychological preparation for active and profitable participation in a counselling session. Indeed it may be these nonspecific elements, which are common to many treatment approaches, whatever the intensity of treatment, which are the effective ingredients, and not the specific and supposedly therapeutic elements (Frank 1961 ).
(3) The advisory team need to establish their credibility and hence their persuasiveness. Again, what is put forward here is a conjecture which requires testing. However, it seems probable that the perceptions of patient, and spouse, of the status of the advisory team, and their credibility as informants, will be influenced by the belief that these staff are not only generally competent but also very specifically knowledgeable about the life situations of the people engaging in this particular consultation. The ability of the team to display psychological qualities such as warmth and empathy in the relationship engendered during the history taking, might also influence the subsequent persuasiveness of what they say.
Counselling: A single, detailed counselling session for the patient and, when the patient is married, the spouse might be seen as the basic treatment, replacing currently popular approaches such as routine inpatient admission with subsequent intensive aftercare for the majority of patients, or the present alternative of intensive outpatient care. As has already been stressed, this formulation of a new and much less active general basic treatment policy in no way contradicts the notion that each person requires an individually formulated approach, and there will be circumstances in which clinical judgement leads to the conclusion that more, or very much more, than the basic intervention is needed.
What must be resisted however is any tendency to assume that the new formulation is no different from the old, and that for patients who do not immediately respond to counselling there should then routinely be offered treatments of rapidly escalating intensity. This would deny the whole weight of the available research evidence, which suggests that more intensive care is not usually followed by better treatment results.
A number ofelements might contribute to such a counselling session. Consideration in discussion between patient (and spouse) and staff should be given to defining a set of goals, which are seen by the people being counselled as logically relating to the perception of their problems, and to working out together how these goals should be met by the patient.
(1) On the subject of drinking goals much more information is needed, but an individual drinking plan should be sensitively worked out with each patient and family. Where the patient is showing signs of the alcohol dependence syndrome (Edwards & Gross 1976) , that is severe dependence in terms of repeated experience of severe withdrawal symptoms which are repeatedly relieved by further drinking, many counsellors might, in the present state of knowledge, prefer to negotiate an abstinence goal. It should be noted that all patients in the Addiction Research Unit study were coun-selled to abstain and what would have been achieved ifcontrolled drinking had been advised or encouraged is not known. However, it was found that patients diagnosed as 'gamma alcoholics' were prospectively less likely than the remainder to have established control over their drinking at 24 months (Orford et al. 1976a ). [The term 'gamma alcoholism' was introduced by Jellinek (1960) to describe a drinking pattern in which 'loss of control' was a particular feature: within present concepts the diagnosis might be seen as implying well-established alcohol dependence.] The best guide at present may be the close examination with the patient of his ability in the previous year or two to achieve sustained control over his drinking; if such a pattern is found it may be reasonable to try to reinforce the circumstances and personal stratagems which make control possible. The common basis for the treatment contract must then be the therapist giving what advice he honestly believes to be the most responsible, with the patient testing the worth of that advice and resetting drinking goals in the light of continuing experience. The old demand that the patient blindly and unquestioningly accepts abstinence is not a reasonable basis for a treatment which seeks to maximize the patient's self-responsibility.
(2) Counselling should emphasize that the behaviour of the marriage partners is interactive, and that it is within their power to aid each other constructively. It should be admitted that the question of how to translate research findings on marital interaction (Orford et al. 1976b ) into immediate application for the counselling of a particular family, is at present very much a matter of guesswork. In general terms, anything which produces a commitment to work toward greater marital cohesion would seem to be beneficial. A practical pointer from the research might also be the suggestion that if the spouse can cope in a way which is other than retreatist, the outlook may possibly be improved. Consideration of family role performance provides opportunity for immediate setting of small attainable goals. Quite clearly, within the limits of the sort of brief counselling envisaged none of these aspects of marriage are going to be explored in very great depth, and the marital discussion is not seen as being allowed to escalate into intensive or prolonged marital therapy.
(3) The need to set goals for work, leisure, finances and housing should probably also be discussed. (4) Counselling should emphasize both the selfresponsibility of the patient for working out how goals should be met and the shared responsibility of the spouse. The manner in which such advice is given should reinforce a sense of autonomy and self-direction, rather than its being seen as rejecting or uncaring. As the message may be surprising for those who have come with the expectation of more intensive formal help, its rationale should be discussed and explained, rather than its being given only in terms of an abrupt announcement.
Much support for this approach comes from recent trends in behaviour modification which emphasize personal problem-solving and decisionmaking (e.g. D'Zurilla & Goldfried 1971) and selfcontrol (e.g. Premack & Anglin 1973). Assessment and a single session of counselling may promote these processes by virtue of content, but more particularly because it is made unambiguously clear to all concerned that these are the relevant processes rather than anything resembling the 'treatments' of physical medicine.
It is possible that the counselling will be additionally useful if, before its closure, patient (and spouse) make open and very definite commitment to working towards the agreed goals. The view is widely held, if not fully validated by research, that statements of intention made publicly are more likely to be followed by satisfactory execution of those intentions than if resolutions are made privately (e.g. Kanfer & Karoly 1972) . Follow-up system to check on progress: Apart from the research value of some sort of routine monitoring, it is certainly possible that the evidence of a clinic's continued friendly interest, even if not interventionist, may enhance the determination of patient (and spouse) to work towards the committed goals. The monitoring also reassures the staff that some sort of safety net is operating for patients who may well develop further serious or life-threatening problems. The exact manner in which progress should be checked would be open to experiment, and would obviously depend on whether or not patients were married. An invitation to write or telephone might substitute for hospital visits or home calls. What has to be guarded against is the possibility of such a checking system accidently escalating into a system which reinstates the old notion of active community care.
Common Reasons for Going Beyond the Basic Approach What has been outlined is a basic framework for treatment. However the Addiction Research Unit study showed, as have many previous reports, the heterogeneity of a patient population referred for reasons of drinking. If the potential range is seen as extending from a homeless population to alcoholics seen in private practice, or from patients with an early drinking problem to those who may be referred from a general hospital with advanced liver disease, the absurdity of any attempt to design treatment in terms of one rigid formula for all patients becomes apparent. There must, therefore, still be an element of clinical judgement in deciding, after due assessment, on the immediate programme for helping the particular patient. The existing research literature cannot possibly be interpreted as giving such confident pointers to the individual case as to propose eliminating clinical judgement altogether.
It is not necessary here to enter into any extended discussion of the likely exceptions to the basic formulation, for this would lead to speculative consideration of a great range of familiar clinical judgements. However a few common circumstances where it may be appropriate to go beyond the basic counselling approach should be mentioned: brief admission for detoxification may sometimes be indicated, especially when there is a previous history of delirium tremens or withdrawal fits and the patient is again heavily dependent, or when there is concomitant sedative misuse, or where there is very poor social support; underlying or concomitant psychological illness or distress may require special treatment, possibly as an inpatient. Depressive illness, and phobic disorder may provide important examples. Similarly, physical illness may require referral or admission; immediate admission may be indicated for any lifethreatening situation, or where there is acute danger to the family; for the homeless alcoholic, hostel care and a range of social provisions may be necessary.
The Future
The significance must be faced of proposing a basic treatment which is much at variance with what is today considered in many parts of the world to be the best practice. Resistance to the ideas which have been developed here might have a number of origins. The first and most important criticism might be that the formulation is based on insubstantial research. In terms of specific detailed points it has already been conceded that much of what is being put forward is conjecture which has to be tested. However, the present formulation is more generally in accord with the broad message which comes from research, than is the case with the energetic approaches which have entrenched acceptance.
A further important source of resistance may be the humane fear that what is being proposed, with many caveats, may be misread and the caveats forgotten. In particular there may be a fear that the arguments will be used destructively to attack the work of many devoted individuals and organizations, including Alcoholics Anonymous, which have striven to make society's response to the alcoholic more compassionate. Such need not be the case, and it would be a grossly improper reading of what is being said in this paper to extract from it the message that the alcoholic is undeserving of help. The only question is how best to design that help. It could be considerably more humane, and cost-effective, to redeploy present services so as to offer much less intensive help to many more people.
One reason for questioning the proposals which are being made here is that staff pursuing existing policies are happy and confident in the intensive treatments they offer, and will plead that their daily experience shows the worth of what they are doing. There is now in many countries a sizeable investment in an attempt to provide care in terms of intensive models. It would certainly be reasonable to expect those responsible to such programmes to question the evidence closely before accepting the necessity for a change in direction. What is being proposed here is not, however, an overthrow or negation of all the established effort, the compassion which it witnesses, and the community support which it has won. What is proposed is only that, in terms of what should be seen as a process of evolution rather than a static treatment model, there is now need for further development. And what is now put forward should itself be only a passing phase in yet further development as more is learnt about the helping processes.
